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ABSTRACT 

The indent of the study was to measure the effect of loneliness on coronary artery heart disease 

among adolescences with regions and gender differences in cross sectional survey study. A cross 

sectional comparative study was conducted in district Haripur Pakistan and (N=200) participants’ 

were selected purposefully.  In door patients accessed to public and private hospitals of Haripur. 

The study was conducted from March 2014 to February 2015. University of California loss angles 

loneliness Urdu version 3 UCLA scale was used in present study (Gul, 2015).  Mean age of target 

population was (M = 15.66, SD = 2.873) CAD patient’s loneliness score was 21.06 ± 6.834 higher 

than counterpart’s patients. Mean scores of loneliness for male & female CAD adolescences were 

(M = 27.89, SD = 11.12; M = 35.00, SD = 14.0) respectively. Urban area residing adolescences CAD 

patients and non CAD patients’ scores were (M = 44.39, SD = 8.892; M = 34.25 SD = 14.19) P<0. 001 

correspondingly.  Rural area residing adolescences CAD patients and non CAD patients’ scores were 

M=30.25, SD=14.19; M=30.94, SD= 7.759) respectively at (p<.001). CAD adolescences level of 

loneliness was higher and non CAD adolescences loneliness was lower.  While CAD and non CAD 

patient’s in difference in loneliness among adolescences in terms of gender and region.  
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INTRODUCTION 

Through loneliness coronary heart diseases commonly faced by western developed countries, not 

to great extent in same alike Pakistan developing countries. Since ratio of coronary heart diseases 

in urban area residing Pakistani adolescences is growing. The development of modern science and 

technology has decreased the lifespan of the individuals, once hand and other hand making health 

problems much more complicated. The rural area adolescences, which less suffered by loneliness, 

is gradually breaking down the Coronary heart diseases. The emerging trend of urbanization is 

keeping the adolescences in a state of isolation. While with modernization of society adolescences 

are facing more medical, financial social and psychological problems. Loneliness is a continuing 

state of emotional state that start when a person feels alienated due to misunderstanding or 

redetection  by others and there deficiency of social partners for social activities which required 

for communal integration and emotional autonomy (Rook et al., 2010 & Barrett et al., 1995).  

Loneliness before has been associated with higher blood pressure, depression, Alzheimer’s disease 

and dementia hence it is effecting the cardiac problems and stroke has remained ambiguous (Xia & 

Li, 2018). University of York in United Kingdom, conducted 23 different studies on 180,000 

population 31% risk factor of stock was loneliness. In general lack of social communication of 

people with each other is 29 % cause root of heart diseases. Loneliness as a risk factor was cause 

of heart diseases and stroke (Nekioul et al., 20).5 
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Coronary heart disease is more essential issue of the modern age 2 million Iranian suffering by the 

(CHD). Most common risk factors were the isolation, depression, anxiety and stress. Social support 

and loneliness were the chief cause of (CHD) in different age groups in different countries(Borys & 

Perlman, 1995). 

Study found gender difference in influence of loneliness on heart diseases  in same circumstances 

and conditions . It was declared by study male more infectious by Coronary heart diseases than 

females (Ahmed, 2015). Cross comparison of loneliness between Rawalpindi urban and rural 

regions indicated some diseases hypertension, heart problems, Diabetes, Arthritis, Asthma, Tuber 

coleuses were found in both regions but were prominent in urban region of Rawal Pindi (Goosby, 

2013). Goosby identified the risk factors of the cardiovascular diseases in adolescences is 

loneliness with some other factors (Peplua & Perlman, 1982). 

Loneliness is one an effective predicator of Coronary heart diseases among adolosences.10 

Loneliness is explained as a state of mind in which one person expresses social isolation and 

aloneness (Rokach, 2011).   Rokach explained three prominent features of aloneness experiences. 

These are very painful, distressing and individualistic feelings (Lunsdat, 2016). Those people feel 

alone are often self centered and have less empathy feeling for others. They possess fears of 

rejection thus feel alone(Young, 1982 & Alpass & Neville, 2003). Persistent loneliness occur when 

ever long time individual is not able to develop satisfying relationships with others.15,16 

urbanization is the high risk factor of CAD in south Asian developing countries and as well in 

pakistan (Dykastra et al., 2005; Erakson et al., 1999 & Milligan et al., 1995). Coronary heart 

disease double in females globally and in china and Russia male CDA ratio higher in Pakistani 

female (Seronsen & Wang, 2009 & Ahmed & Bhopal, 2005). 

 

Methodology  

There used research design was cross sectional comparative for data collection purpose from two 

sets of the population one was of 100 normal adolescences and second was of 100 Coronary artery 

heart disease facing participants. Moreover 50(25%) male and female adolescences were taken to 

two different urban and rural regional settings. 50(25%) CAD patients were belonged to urban area 

and non CAD patients adolescences 50(25%) were belonged to rural area. An inclusion criterion was 

that, age range for selected adolescences was 10 – 19 years. CAD patients must be indoor patients 

and suffering from CAD problem more than 6th month and participants had taken purposefully to 

clinics of Haripur and non CAD participants’ accessed conveniently from residential urban and 

rural areas. Coronary artery heart disease prevalence 19.5 % in adolescences, due to un healthy 

life style, urbanization and psychological diseases (Bunker et al., 2003). the sample equally had 

taken to both regions and genders for making comparison of loneliness among CAD and non CAD 

adolescences.  

Included institutes were district headquarter hospital Haripur Yahiya well fare hospital of Haripur, 

Sadia hospital Haripur, Noor surgical Haripur and Allama Iqbal hospital Haripur for collecting data 

to Coronary artery heart disease patients. Non CAD participants were accessed to district Haripur 

urban and rural residential areas. The   university of loss angles loneliness (UCLA) Urdu scale was 

used for measuring loneliness. This was consisted on twenty items, 19 number of item was 

excluded during the translation and adaptation procedure of the scale in Pakistan by Nighat Gul 

because this was not adopted with our culture and norms. This was a reliable tool for measuring 

subject matter of the study, it’s reliability was observed high .906 it’s presented in table-1 (Gul, 

2015).  

 

Results 

Table 1 

 Alpha Reliability Coefficients of UCLA Loneliness Scales for Coronary artery Heart Disease 

Adolescences and Non Coronary artery Heart Disease Adolescences Population 

Source n α 

Loneliness Urdu  scale 19 .906 
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Original Urdu scale 19 .990 

English scale 20 .91 

      Note. N   = total numbers of Item,   α=Alpha   coefficient 

Table I presenting the alpha co efficient of UCLA loneliness collected data in present research, 

original target language urdu and source language English 906, .990 and .91 respectively. This gave 

evidence of loneliness measuring tool in present research was reliable and authentic. 

Table 2 

 Mean Scores of UCLA Loneliness Scale among Coronary artery Heart Disease and Non Coronary 

artery Heart Disease Adolescences 

 

CAD patients  

Adolescences 

None  CAD patients 

adolescences   

Variable M(SD) M(SD) P 

Loneliness          21.06(6.834)        13.89(6.084) .000 

*p<.001    

Note.  ***p**<.005, P<.001, M = Mean, SD= Stander Deviation, CDA = Coronary artery Heart Disease  

 

Table II shows the mean, stander deviation scores of loneliness of CAD and of normal population 

on UCLA loneliness scale (M=21.06, SD=6.834) & (M=13.89, SD=6.08) ,  p<.001 in order that.  

 

Table 3 

 Mean Scores for UCLA Loneliness Scale for Coronary Artery Heart Disease and Non Coronary 

artery Heart Disease Participants Gender Wise  

 
 

             Male 

   

Female 

 
 

 

CAD 

adolescences 

Patients 

(n=50)   

Non CAD 

adolescences 

Patients 

(n=50)   

 
CAD 

adolescences 

Patients 

(n=50)   

Non CAD 

 

adolescences  

Patients 

(n=50)   

 

variable M(SD) M(SD) p M(SD) M(SD) P            

 

Loneliness  

 
27.89(11.12) 

 

13.89(6.0) 

 

 

.004      
35.00(14.03) 

 

21.06(6.8) 
.000   

Note.  ***p**<.005, P<.001, M = Mean, SD= Stander Deviation, CDA = Coronary artery Heart Disease  

 

Table III Illustrates of t-test for measuring difference of loneliness in target population among 

Coronary heart artery disease female & male patients, (M=35.00, SD=14.03) & (M=27.89, 

SD=11.12), p<.001 respectively. In non-Coronary artery heart diseases  male and female 

adolescences mean sores on UCLA loneliness scale were noticed  (M=13.89, SD=6.0)  & (M=21.06, 

SD=6.8, p<.000) respectively. 

 

Table 4 

Mean Scores of UCLA Loneliness Scale among Coronary Artery Heart Disease and Non-Coronary 

Artery Heart Disease Adolescences Region Wise  

 Urban    Rural   

 CAD 

Adolescences 

Patients 

Non CAD 

Adolescences 

Patients 

 CAD 

Adolescences 

Patients 

Non CAD 

Adolescences 

Patients 
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variable M(SD) M(SD) P M(SD) M(SD) p 

Loneliness  44.30 (8.892) 34.25 (14.19) .000 30.94(7.759) 29.92(9.821) .000 

Note.  **P<.001, M = Mean, SD= Stander Deviation, CDA = Coronary artery Heart Disease  

Table IV demonstrated mean scores of UCLA loneliness for adolescences in urban area CAD 

patients & non CAD patients were (M-38.10, SD=12.602) &   (M=24.79, SD=9.21), t(244), p<.001  

respectively. In rural area residing CAD patients and non CAD patient’s scores were (M=35.00, 

14.03) & (21.06, 6.8) in order that. 

 

Discussion 

There is ample evidence loneliness is risk factor of CAD among adolescences CAD patients 

loneliness level compared with non CAD. CAD patient’s symptoms of loneliness were prominent as 

compare to non CAD. Previous international study yielded the same results that there was 

loneliness predict high blood pressure, cardio graphic and lower peripheral resistance. Prior 

research revealed in non-loneliness ambulatory blood pressure, impedance coronary heart diseases 

lesser total protocol rating (Hameed et al., 1995). In developed countries ratio of stroke coronary 

heart disease was noticed higher with aloneness.  In south Asian countries and Pakistan due to 

urbanization and materialistic life style loneliness increasing, while indirectly coronary artery 

heart disease also increasing. In developed countries and commonly globally prevalence of CAD 

high in aged people, thus latest researches of gulf and south Asia explored coronary artery heart 

disease increasing in adolescences (Sorensen & Wang, 2009 & Musaiger, 2002). Low occurrence of 

CHD risk factors among low income participants have been reported for Pakistani adults (Yang et 

al., 2012). Female level of loneliness was found higher in both health statuses as compare to male.  

Male less suffered by loneliness with coronary artery heart disease and without coronary artery 

heart disease. Borys and Perlman explicated the gender effect on loneliness among coronary heart 

diseases patients and females feeling more alone than males in their study (Huxley et al., 1995; 

Valtorta et al., 3016 & Kearns et al., 2015).  In 2013 CAD was the main reason of death 

internationally and in 1990 8.24 million deaths occurs from 5.74 million due to CAD in under 

developed countries incidence rate of over 1 per 1000 (GBD, 2015; McDonald et al., 

2005).  Approximately 38 million people death occur annually through non communication disease. 

To 38 million people 70-80% people died in low income countries and Pakistan is facing (50%) non 

communicational diseases accord to WHO 2014 NCD profile record (Naseem et al., 2016;  World 

Health Organization [WHO], 2016 & Lopez, 2006). Loneliness is explained as a state of mind in 

which one person expresses social isolation and aloneness. Depression related to gloomy feeling in 

individuals. Loneliness is aloneness feeling and depression sad feeling. Loneliness is situation if 

remain prolong, you not share your problems with family and friend lead to CAD disease (Rokach, 

2011).  

Difference observed in CAD patients and non CAD patient’s level of loneliness regional setting 

wise, urban adolescences in both of health statuses loneliness features was higher than 

counterpart rural adolescences CAD patients and non CAD patients.  Earlier cram also confirmed 

the results of the concern study feeling of loneliness associated with aspects of home and 

neighborhood of residence. Occurrence of coronary heart disease (CHD) is globally increasing and 

increment ratio higher in the urban areas of the under developing countries as well in south Asia 

and Pakistan (Borys & Perlman, 1985 & WHO, 1999) 

 

CONCLUSION 

Loneliness is risk factor of CAD among adolescences region and gender were aligned risk factors of 

loneliness and indirectly of CAD. Urban population more suffering by loneliness and coronary 

artery heart disease than rural. Female are more facing loneliness in urban and ruler areas and 

their ratio of CAD also greater than male.  
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